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Introduction

Tri-regional shared care document and special requirements form
done and presented in Oct 2011 RTC

Working group: discussed at Feb 2011 RTC Breakout group

Phase 1 (today)
— Launch RTC Special requirements template for use

— Highlight the different ways to communicate special requirements
between hospitals

Phase 2; start early September
— Audit any improvements and agree actions as required
— Assess ability to link in special requirements with indication codes
— Sharing of experience on implementation



Options for Communication
between transfusion labs

1. Existing Tri-Regional Shared Care Document
« Available from London RTC website (word doc)

2. New RTC Special Requirements Template
« London RTC website (word doc)

« Adjustable for you own requirements

« Standard information

3. Existing local special requirements forms

« Adjusted to have key items to allow sharing of information



RTC Special Requirements Template

S 1. Space for Hospital Header and

Bow for Document Controd and Hospital Logo

Doc Control

Blood Transfusion Special Requirement Request

< 2. Patient identification details

Patient Details:
Hozpiral Number: NES Munsber:

First ame: Summsme

Date of Bink:

Patent weated at other hospitals= ¥/} Feeferring Hospiral: * Mandatory

<« 3. ldentify if patient receiving care from

Diagnosiz / Reazon for Special Requirements:

(See Reverse for Indications for pecial Bload requiremants)

another hospital

Complete thiz box jf ABO Mizmatched Tranzplant (HSCT Selid Organ)

<« 4. Details of special blood component

Fecipient ABOVFAD Group: Red Callz:
Dopor ABOFLD Growpe Flateles:
FFR{Cp

Component Requirements (circle option below)
Iradisted Compensnts Yas Mo
CMW Megative Blood required Tesllo (Meonar Plemed oensfusion during pregnancy’)
HLAHEPA Matchad Platelets Yes /MNo
Washed cells Yes /Mo

Diare Started:

Faview Date:
Atypical antibodies present Yes/No Detils
Simmed: Bleep: Data:
Print name: Job Title:

Form/'copy sent to Laboratory: Yes /o

requirements and requestor

Lab Use Quly - FAX Number:
Peceived in lak (Date Time By} Complefion of this form confirms that this fax is loca
Flag Entered on Patient LIMY recard (Date/ Time By ) secure and safe environment

Diate and time faxed to refeming hospisal:

< 9. Communication of Shared Care and
Audit trial

Lab Use Only - Befernng Hospital
Confirmarion of receipting [ab on Dare Tima By:
Exizting patient ¥/H

Entered on LIM 5 (Date Time By)

PLEASE SEND Fesponse fax back at mumber above. Faxed to Treating Hospital (Date Time By):

6. Space for Hospital Footer and

[For Document Control/Hespital Loge]

|‘— Doc Control




Change as you req

London Regional Transfusion Committes m

Blood Transfusion Special Requirement Request

St Elsewhere Hospital

uire — some examples

Document Control Number: Docun3nt COutr(l 12345 Versior: 1
Data 10/0312 Author: Tack Jones

St Elsewhere Hospital

Blood Transfusion Special Requirement Request

FILE FORM AT FRONT OF PATIENT NOTES
A COPY OF THIS FORM MUST BE SENT 70 BLOOD TRANSFUSION

Patisnt Details:
Hospital Number NHS Number:
First name: Sumname:
Date of Birth:

MNES Number:
First ame Surmame
Patient treated at other hospitals* ¥ / N Referrmg Hospital: #* Mandatory
IRRADIATED COMPONENTS: YES/NO = f YES. give ent the NHSET
R Tick as appropriate irradiated blood info leaflet and alert

Patient treated at other hospitals* Y /N
Referning Hospital: *=Mandatory

0 PESC/ BM Transplant (Patient & Doners): From 7 days pre harvest or start of ransplant conditioning
[ Hodglkins disease: hiradiate at all stages regardless of reatment

[ Treatment with purine anzlogues: e g. Fludarabine, Deoxycoformyemn (DFC)

0 Gramulocyte or Buffy Coat transfusions

O HLA selected platelets: (HLA platlets are automatically srradiated by the NHSBT)

CMV STATUS: FOSITIVE / NECATIVE / NOT YET ENOWN *
iTform Lab as soon as p
LMV NEGATIVE ELOOD REQUIRED: YES/NO*

bl af CMT stams, and [f CMT negative compenents are no longer required)

0 Pregnant Women
0 Neonate

SINGLE DONOR FLATELTS REQUIRED: NO/YES®

Diagnosiz / Reason for Special R

(S Reverse for Tnd

(Circle requirement)

CMV Negative required TES '/ NO
Irradiated required TES "/ NO
HLA Matched Platelets TES / NO

Washed red cells (Consultant request only) YES [NO

WASHED PRODUCTS REQUIRED: NOYES * EBCPLTS*
Signad- Bleep:
Name of authorizing clinician: Rale

PLEASE FAX TO BLOOD TRANSFUSION (x84783) WHEN COMPLETED
PLACE ALERT $TICKER ON PATIENT™S BLOOD PRESCRIPTION CHART

Atypical antibodies

Review date: Indefmite

Sigped: Bleep: Date:
Prant came:

Status (SpE./ Consultant.' Tx co-ordinator):

Lab Use Oply - 52 Elsewhers Hospital FAX Number: (203 123 8451
Feceived in lak (Date Time By}

Flag Emered on Patent LIMT record (Dare Tine By):

Diate and time faxed 1o refarring hospi

Lab Tse Oply = 5t Elsewhera Hozpital FAX Number: (203 123 £451
Pecaived in lab (Date Time By}

Flag Entered on Patient LIMS record (D
Diate and time faxed to refarnng hospital:

Tine By):

Lab Use Only - Feferrirg Hospital

Confirmation of receipting lab on Date TimaBy:
Existing patien: T
Entered on L]

L5 (Date Time/By):

PLEASE SEND Fesponse fax back at number above Fanad oo Treating Hospdtal (Date Time By):

Lab Use Only - Refarrivg Hospital

Confimation of ing lab on Dare Tme By

PLEASE SEND R.e.pm;;e f back at mumber above.

e ber Docmn et Clea0] 19345 1%

Date 10/03/12 Author: Jack Jones



Problems for communication.

Fax numbers
. Website access

Caldicott guidelines
. Patient information

Management of duplicate records
 Shared care



Other barriers

Point of completion of tri-regional shared care
form

* No control within hospital how this worked.
Receipt of form at hospital where no existing

.

Transfusion from first- or second-degree re!

Any granulocyte fransfusion for any recipient

HLA-selacted platelst units

 How to register the patient into =z

Exchange Transfusion

Red cell or platelst transfusion in necnates — if thers has been a previous 1UT

All recipients of allogeneic hssmapaistic stem cell (HSC) grafts
e S S e | I l Elood transfused to allogensic HSC donors before or during the harvest of their HSGC
n
Fatients who will have auiclogous HSC grat
4 Anyirans within 7 days of the collection of their HSC

= Any transfusion from the start of conditioning theragy unti
o 2 months post transplant

— Out of remit for this working group

Congenital immunodeficiency with defective cell-mediated immuni ge syndrome.
syndrome. purine nucieoside deficiency. reticular dysgenesis, ADA, Ataxia telangectasia, chronic mu
MHC class 1 or 2 deficiency)

=
Indications for CMV-antibody-negative components
OClOrS education g

Intrautering transfusion (IUT)

skott Aldrich
candidasis,

Fregnant women who require repeat sleciive fransfusions during course of pregnancy

ot Isbour and delivery)

Indications for HLA/HPA Matched Platelets

o I I OW d O d O Cto r: ; kl I OW Immuns Fiatslet Refractioness
Posifiva sereen for HLA ciass 1 or HPA anfibodies or both

Refractionzss to an ABO compatible platelet concentrates on two ocoasions

Atypical Antibodies Present

History of blood Group Antibodies
Haemoglobinopathy Patient (Si Cell Disease, Thalassemia)




Possible new barrier?

SaBTO CMV recommendation !l

What do we do if a hospital decides not to
follow the new recommendations?



What next

Please use the RTC special requirements template or adjust your
local special requirements form to enable the information to be
shared. All forms and fax numbers will be on the RTC website

Phase 2:

Audit to assess impact of special requirements form on shared care
later this year with action depending on results

Assess the ability to link in special requirement reasons with
indication codes

Sharing experience of implementation at future RTCs



